The paper "Palliative care and patient autonomy: moving beyond prohibitions against hastening death" by LiPuma and DeMarco deals with an aspect of end of life care which is the source of considerable disagreement. It is important to emphasize that autonomy is not the unique feature for end of life care. There is always a medical and ethical commitment to care, i.e. beneficence and nonmaleficence. All of these aspects have to be taken into account when treating patients at the very end of life. There is considerable scientific proof indicating that most patients and families can experience a death in dignity when being cared for in palliative care or hospice units.
The paper "Palliative care and patient autonomy: moving beyond prohibitions against hastening death" by LiPuma and DeMarco deals with an aspect of the end of life which is increasingly important and the source of considerable disagreement. More discussion and open debate regarding end-oflife questions is urgently needed, which is why papers covering this topic are to be highly appreciated. However, some thoughts regarding this important issue need to be added to the approach taken by LiPuma and DeMarco.
The authors approach this topic from a philosophical point of view, emphasizing the importance of respect for patient's autonomy. Autonomy is one of the gold standards of bioethical principles, which means that any treatment decision needs to be based on the patient's autonomous wish. However, autonomy cannot stand alone to justify actions. To classify an action as ethically sound one also has to consider the other 3 principles of bioethics: beneficence, nonmaleficence, and justice. 1 Unfortunately, LiPuma and DeMarco focused solely on patient's autonomy, thus failing to mention that there is always a medical and ethical commitment to beneficence and nonmaleficence. All of these aspects have to be taken into account when treating a patient, particularly at the end of life. It is questionable whether focusing on the patient's autonomy alone can justify hastening a patient's death.
Several instances can come to mind that can lead to the wish to die prematurely, and it is not my intention to dismiss any of these reasons. However, unlike the approach suggested by the authors, to assist a person in dying is not the singular right answer to such a wish of a patient. This suggests that the person is a client rather than a patient or sufferer. Palliative care is a holistic concept accompanying patients at the end of life with their medical, psychological, and spiritual needs. 2 All these aspects need to be taken into account when offering comfort care at the end of life. Failing to hasten a patient's death does not equal disrespecting his autonomy or abandoning him as suggested in this paper. Palliative care can be a way to understand why patients want to die and offer means to modify the patient's situation according to his or her wishes and needs and respond accordingly.
The authors suggest that under palliative care patient's are "forced to endure symptoms, suffering and undesirable states of consciousness" but fail to mention that palliative care can offer symptom relief-which may affect a patient's wish to die. In addition, they fail to mention that even under the Death with Dignity Act (DWDA), this problem can occur as "the patient must make two oral requests to his or her physician, separated by at least 15 days" and "if either physician [of the required two] believes the patient's judgment is impaired by a psychiatric or psychological disorder, the patient must be referred for a psychological examination." 3 This might even extend the period of enduring symptoms until the desired death and impair provision of sound comfort care.
Furthermore, from the aspect of autonomy-the central argument of the authors-it is not logical to exclude and prohibit voluntary active euthanasia. The patient who cannot swallow or drink or move his arms has no alternative to voluntary active euthanasia. Why should that not be "morally sound" in contrast to assisted suicide?
Correctly, LiPuma and DeMarco state that the patients have to be fully informed about treatment and possible effects and side effects. However, they fail to consider anything about alternatives to suicidal ideation by simply ignoring that palliative care is successful in many patients with a wish to die.
In the interest of providing all the necessary information to the patient, it is also important to mention data from the Netherlands and Belgium showing the problems that arise in the practice of hastening a patients' death, ie, ending of life without a proper request or the application of the wrong medication. [4] [5] [6] [7] Although the quality of care within DWDA has 2 Health Services Insights been improved, the time between ingestion of the medication until death ranged up to 34 hours with no mention of the burden for family, patient, and health care provider. 8 This aspect is also not mentioned by LiPuma and DeMarco.
In addition, the authors labor under some misconceptions. There is no scientific proof for treatment titration causing pain or suffering. Also, administering pain medication does not "likely result in death."
When speaking about the short time frame in hospice and "having their last days spent attempting to determine the proper pain management protocol," the same is true for patients applying for a hastened death under the DWDA, where 2 oral requests have to be made separated by at least 15 days.
"Death with dignity" stands in contrast to death with indignity. This raises the question, "Is a 'natural' death undignified?" This assumption should never occur among our patients. Dignity can and should be measured. 9 All patients in hospices and palliative care might feel undignified when reading that dignity in dying is only possible in a couple of US and European countries. However, considerable scientific proof indicates that a death in palliative care is a death with dignity for most of the patients.
